Objective. 
Objective. The purpose of this study was to determine whether occupational therapists (a) value a role educating consumers about the Americans With Disabilities
and between implementation and knowledge (r = .3376, p = .01) ; however, the correlation between attitude and knowledge (r = .1673, p = .05) was not significant.
Conclusion. Therapists' lack of knowledge and their self-reported inaction with regard to ADA Title III may affect the accessibility of the environment, independence, and empowerment of clients who are wheelchair mobile and, therefore, may impede progress toward fully inclusive communities.
Redick, A. G., McClain, L., & Brown, C. (2000) . Consumer empowerment through occupational therapy: The Americans With Disabilities Act Title III. American Journal of Occupational Therapy, 54, [207] [208] [209] [210] [211] [212] [213] T o promote the integration of persons with activity limitations into the mainstream of independent living, Congress passed the Americans With Disabilities Act (ADA; Public Law 101-336) in July 1990, and the occupational therapy profession has supported the ADA (American Occupational Therapy Association [AOTA], 1993) . However, the actual role played by occupational therapy practitioners to promote their clients' integration into the community and to provide ADA education has not been reported. In this article, Title III of the ADA and the social movements that led to this civil rights law will be reviewed briefly.
Communities and Persons With Disabilities
In her 1994 Eleanor Clarke Slagle Lecture, Grady (1995) challenged occupational therapy practitioners to be leaders in the development of inclusive communities. In so doing, she heightened awareness about the importance of the environment to clients and to the occupational therapy scope of practice. Grady's lecture agreed with the 1994 revision of the profession's Uniform Terminology (AOTA, 1994) , which included context (physical and cultural environmental factors, among others) as a part of the domain of concern of occupational therapy practitioners. Although the relationship between the environment and the person was emphasized by several occupational therapy theorists and authors before the 1990s (Dunning, 1972; Fidler & Fidler, 1978; Kielhofner & Burke, 1980; King, 1978; Reilly, 1962) , this relationship became a central theme of authors within the past decade (Christiansen, 1991; Clark et al., 1991; Dunn, Brown, & McGuigan, 1994; Gage, 1995; Law et al., 1996; Schkade & Schultz, 1993) .
The shift of health care into the community underscores the importance of the relationship between the environment and the person. Service providers in the community, including occupational therapists, must adjust their roles to evaluate the influence of the environment on behavior and, in turn, the influence of the person's behavior on the environment (Law et al., 1996) .
The shift of health care to client-centered and community-based services has been stimulated by both consumer demands (Gage, 1995) and legislation (Law et al., 1996) . The disability rights groups and the independent living groups lobbied for equal access to community activities as a means for their members to reach and maintain the goal of living independently (Suarez de Balcazar, Bradford, & Fawcett, 1988) . Their efforts resulted in the ADA, which was designed to reduce environmental barriers and protect the civil rights of persons with disabilities (Fawcett et al., 1994) .
ADA Title III
Title III of the ADA provides persons with disabilities the "full and equal enjoyment of goods, services, facilities, privileges, advantages or accommodations of any place of public accommodation" (ADA, 1990, [302(a) ]). Compliance with Title III of the ADA involves removing architectural barriers when removal is readily achievable and providing necessary auxiliary aids and services for persons to use in order to enjoy the goods or services of an establishment. The term readily achievable refers to an action that is easily carried out without too much trouble or expense; however, its exact interpretation is not clear. Reed (1992) suggested that occupational therapy practitioners may be instrumental in specifically defining readily achievable for individual situations, based on their experience with modification and adaptation. McClain et al. (1993) further suggested that with the knowledge of the functional limitations that physical impairments can impose on a person's performance and with the ability to conduct environmental assessments, occupational therapy practitioners can be an important link between consumers who have participation limitations and persons who deliver service in the community. Occupational therapy practitioners can facilitate compliance with ADA provisions by working with architects, engineers, businesses, and other professionals as well as with consumers (AOTA, 1993) .
Advocacy and Empowerment
According to Polatajko (1994) , the changing environment of health care will find occupational therapy ideology moving toward empowering clients rather than treating clients. Law (1991) envisioned that "our goals will be our clients' goals, based on their needs and values" (p. 176). Therapists will work toward empowering clients to achieve the selfreliance required to manage and change environmental conditions. In rehabilitation, empowerment means facilitating and maximizing the opportunities for persons with disabilities to gain internal and external control over their environments to facilitate their potential for self-empowerment and independence in their lives (Emener, 1991) . Although publications emphasize the importance of the relationship between persons and the environment, the literature lacks descriptive, theoretical, and clinical applications pertaining to occupational therapy practice (Law et al., 1996) .
To summarize, individuals and groups have made an impact on the prevalence of architectural barriers through advocacy and the enactment of the ADA. The ADA provides policy; it does not mandate practice. Occupational therapy practitioners have knowledge about the impact of the environment on independent function in the community, and a role for occupational therapy practitioners has been identified in relationship to physical barriers and the ADA (AOTA, 1993 (AOTA, , 1996a (AOTA, , 1996b . However, what knowledge do practitioners have about ADA, and to what extent have they incorporated ADA client education into their practice? This study was designed to investigate the extent to which occupational therapists (a) value a role in educating consumers about ADA provisions, (b) are knowledgeable about Title III of the ADA, and (c) take actions to empower clients who are wheelchair mobile to access public accommodations as mandated by the ADA Title III. In addition, this study investigated the relationship among therapists' attitudes, knowledge, and actions.
Method

Sample
Potential respondents were selected randomly from the AOTA membership using the following criteria: (a) registered occupational therapists who were members of the Physical Disabilities or Home and Community Health Special Interest Sections; (b) worked in either a homecare health agency, general hospital (rehabilitation unit only), outpatient clinic (freestanding), rehabilitation center or hospital, residential care facility, group home or independent living center, or vocational or prevocational program; and (c) provided direct services to clients who use wheelchairs.
Instrument
A 36-question survey with 4 sections was developed for the study. The survey was pilot-tested with five occupational therapists who met the criteria of the targeted sample, and revisions for clarity were made on the basis of their feedback. After a brief demographic section, the first section of 6 items addressed attitudes about the ADA, using a Likert scale from 1 to 7. For scoring purposes, the numeric responses were divided into three categories: agree = 7, 6, 5; neutral = 4; disagree = 3, 2, 1. A high score in the attitude section represents agreement that occupational therapists have a role in ADA education.
The second section contained 10 multiple-choice questions regarding knowledge of ADA Title III. Answers in the knowledge section were assigned the following values for scoring: correct = 1; incorrect = 0; "I don't know" = 0. A high score in the knowledge section demonstrates a high level of ADA Title III knowledge.
The third section contained 8 questions about the respondents' activities in providing ADA Title III education. A numeric value was assigned to responses as follows: 1 = never or none; 2 = once or 1% to 25%; 3 = twice or 26% to 50%; 4 = 2 to 4 times or 51% to 75%; 5 = more than 5 times or 76% to 100%. A high score represents a high level of active involvement in ADA education with clients who are wheelchair mobile.
The final section consisted of 4 questions to explore the ADA resources used. Respondents scored the frequency of use for specific resources as well as provided their perceptions (rank ordered) about the benefits of resources. Responses were tallied and weighted, using points 5 through 1 according to the ranked order. To determine which resources were perceived as most beneficial, these points were tallied.
The survey and a cover letter explaining the voluntary nature of the study were mailed to the targeted sample. A self-addressed, stamped return envelope was enclosed.
Data Analysis
Descriptive statistics were used to report the demographics. Frequency measures were used to describe the following demographic points: work setting, diagnostic populations, age range of clients, respondents' educational degree, and length of time practicing occupational therapy. In addition, the mean and standard deviation of respondents' number of years in practice were computed.
The relationship among the scores on the three questionnaire sections (attitude, knowledge, and implementation of ADA Title III education) was evaluated statistically. A Pearson product-moment correlation coefficient was calculated for each pair of sections of the questionnaire to determine the strength and direction of the relationships. The sections were compared as follows: attitude with knowledge, knowledge with implementation, and implementation with attitude. Additionally, frequencies were used to describe responses to individual questions regarding attitude, knowledge, and implementation.
Further computations explored differences in attitude, knowledge, and implementation among demographic subgroups of respondents. A one-way analysis of variance (ANOVA) was used for these comparisons.
Results
Of the 510 questionnaires mailed, 229 (45%) were returned. Of these, 152 met the study criteria. Geographically, respondents who met the inclusion criteria represented 41 states and the District of Columbia (see Table 1 ). Several respondents identified more than one work setting and more than two primary diagnostic populations.
Attitude
Averaging across items, 90% of respondents agreed with the attitude statements that occupational therapists should be knowledgeable about the ADA and should have a role in educating consumers (see Table 2 ). 1 (1) Note. RCF = residential care facility; ILC = independent living center; SNF = skilled nursing facility; BS or BA = bachelor of science or bachelor of arts. MOT = master of occupational therapy; MS or MA = master of science or master of arts.
Knowledge
The mean score for the knowledge section was 1.85 (SD = 1.64) of a possible 10 points, with only 89% of respondents responding. The data (see Table 3 ) indicated that respondents were most knowledgeable regarding the width of doorways in public buildings (45% responded correctly) and least knowledgeable regarding how accessible parking spaces should be marked in the community (5% responded correctly).
Implementation of ADA Title III Education
Most respondents reported taking little or no action to implement the provisions of the ADA with clients (see Table  4 ). Interestingly, only 1% to 5% implemented ADA activities with their clients more than 5 times in their practice.
Relationship Among Attitude, Knowledge, and Implementation
A significant positive correlation was found between implementation of ADA Title III education and attitude (r = .36, p < .001), showing that those who had a positive attitude about the ADA were the ones who had been more active in implementation of ADA Title III education. There was also a significant positive correlation between implementation and knowledge (r = .34, p < .001), showing that those with more knowledge were more actively involved in implementing ADA Title III education. The correlation between attitude and knowledge (r = .17, p = .052) was not significant, showing that there was no relationship between knowledge and attitude about the ADA.
Resource Information
One third of the respondents reported using no resources to obtain ADA information for their clients. Those who reported using resources used journal articles and pamphlets (see Table 5 ). Information, when provided, was most often communicated verbally (see Table 6 ). Less than half of respondents named one or more community resource or advocacy groups used for client referral. For those respondents who referred clients who were wheelchair mobile to community agencies, independent living centers were most frequently reported (see Table 7 ).
When asked to rank-order the five resources listed on the survey that would be useful to clients, the following order of importance resulted:
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March/April 2000, Volume 54, Number 2 143 (94) 1 (1) 8 (5) 138 (91) 6 (4) 8 (5) 137 (90) 7 (5) 8 (5) 132 (87) 12 (8) 8 (5) 129 (85) 13 (9) 10 (6) 140 (92) 3 (2) 9 (6) Note. n = 152. ADA = Americans With Disabilities Act of 1990.
As an occupational therapist, I believe that persons with disabilities should have equal access to public accommodation.
As an occupational therapist, it is my role to advocate for my clients regarding the ADA.
As an occupational therapist, it is my role to empower clients to become self-advocates regarding the ADA.
As an occupational therapist, it is my role to provide information to my clients regarding the ADA.
As an occupational therapist, it is my role to provide information to my colleagues and the community regarding the ADA.
It is my responsibility as an occupational therapist to pursue my own professional growth and development in environmental accessibility. Respondent suggestions for other resources included a pamphlet with specific guidelines and measurements, an email address, a local person, a copy of ADA paperwork with resource phone numbers, and an Internet address.
Demographic Subgroups
When using a one-way ANOVA to determine whether there were differences in attitude, knowledge, and implementation among the demographic subgroups of respondents and using the Bonferroni approach for 15 comparisons, a p value of .0033 would be necessary to control for Type I error. Given the exploratory nature of this analysis, a p value of .01 was selected. On scores of attitude, knowledge, and implementation, there were no significant differences found in comparisons involving primary work setting, age range of clients, level of educational degree, or number of years practicing occupational therapy. These results suggest that the attitude, knowledge, and implementation scores are consistent across work setting, population, level of education, and number of years of experience in the profession.
Discussion
The findings indicate that respondents believe that occupational therapists have a role in educating and empowering consumers with regard to ADA provisions but that they have little knowledge about Title III of the ADA, and they are not acting to implement Title III provisions. Without knowledge, clients are ill-suited to self-advocate. Without knowledge, professionals are unable to empower consumers or advocate for themselves. For many persons with disabilities, the goal of living independently, as described by Nosek (1994) , is difficult to reach and maintain when the environment is inaccessible.
It is encouraging that 85% of participants value the involvement of occupational therapists in the education, advocacy, and empowerment of consumers regarding ADA Title III, but it is troubling that the findings suggest that practitioners are not prepared to assume this role. Our finding that occupational therapists are not using available opportunities and resources to educate and empower clients and families to access the provisions of the ADA is similar to the results of Northen, Rust, Nelson, and Watts (1995) .
The correlation between knowledge and implementation was not surprising because it is difficult to educate consumers when one does not have the knowledge oneself. The significant relationship between implementation and attitude was intriguing. The results suggest that respondents with low scores on the attitude statements were more likely to have taken no actions to implement the provisions of the ADA. A person who has no conviction about an issue, either professionally or personally, may have little motivation to act.
The relationship between attitude and knowledge was disappointing. On the basis of the mean score of attitudes, a greater level of knowledge might be expected to demonstrate the level of importance placed on these issues by respondents. Many of the respondents who expressed positive attitudes about the role of occupational therapy practitioners in educating clients regarding the ADA did not personally take the steps necessary to gain the ADA knowledge.
Why are occupational therapists who value a professional role in relation to ADA Title III not becoming informed and involved? One explanation could be that therapists are dealing with reimbursement issues and limited approved intervention sessions. Although therapists agree that education and empowerment are important, these issues may simply be given a low priority in the rehabilitation process. Perhaps if materials were made more available to therapists at their workplace, they would use them regularly.
A survey study has several limitations for evaluating the complex issues of occupational therapists' attitudes, knowledge, and actions. Respondents' honest and thoughtful self-evaluation may affect generalization. The structured and limited choices for responses may also affect the accuracy and interpretation of responses.
The results obtained may not be an accurate representation of the group of occupational therapists sampled because of the low (45%) response rate. Lack of follow-up mailings may account for this rate, or therapists who did not return the survey may have been less involved and less knowledgeable than those who did return the survey. Finally, because the pool of therapists from which this sample was randomly selected were all AOTA members, this sample may not represent the larger occupational therapy population that includes non-AOTA members. Future studies might use a stratified random sample by state to increase the opportunity for a geographically representative sample.
Conclusion
Respondent occupational therapists agreed that client education and empowerment regarding the ADA is an important role, but the findings demonstrated that respondents may not have the knowledge they need to educate and empower clients regarding provisions of Title III of the ADA. This lack of knowledge, as well as respondents' reported inaction, may affect the independence and empowerment of clients who use wheelchairs for mobility. With improved ADA knowledge, occupational therapy practitioners may be better prepared to educate clients so that they can advocate on their own behalf regarding their civil rights.
Based on our findings, questions for future research may include the following: What are the factors limiting the role of occupational therapists in client education and empowerment relative to ADA Title III? What is being taught in occupational therapy curricula regarding the practitioner's role in the ADA? What continuing education strategies best prepare occupational therapy practitioners for their role in ADA education and client empowerment? Do well-informed clients better access goods and services in their communities?
The findings of this study may encourage occupational therapists to increase their knowledge of the ADA standards. With increased knowledge, practitioners may be in a better position to advocate for inclusive environments and to empower clients to be self-advocates. 
